dated and signed by the practitioner in a manner that cannot be erased, and is legible on photocopies. In addition, the Guidelines for Records and Record Keeping state that abbreviations and jargon must not be used and records should be written, whenever possible, with the involvement of the patient (NMC 2002) .
The Access to Health Records Act 1990 gives patients the right to view and receive written records. This legal proceeding could be prevented if records are written with the patient's active participation. However, it is not always possible or appropriate for nurses to involve patients in record keeping. For example, if a community nurse visits an older patient where elder abuse is suspected, the patient needs to be protected and the nurse needs to document the findings. In such exceptional circumstances the NMC (2002) suggests that a supplementary record could be made.
Writing accurate records not only ensures quality of practice but also safeguards the nurse by providing evidence of his or her professional ability (Dion 2001) . Records can be used as evidence before a court of law or regulatory body. The approach adopted by courts of law to record keeping tends to be that 'if it is not recorded, it has not been done' (NMC 2002 
Barriers to effective record keeping
Barriers to accurate record keeping have been identified in the literature, the main barrier being time constraints (Anderson 2000 , Davy 2001 , Dion 2001 . Davy (2001) specifies that record keeping is time-consuming and can impinge on the time available for organising and delivering effective patient care. This is further compounded by staff shortages and the changing role of community nurses, who are undertaking advanced roles and responsibilities (Anderson 2000) .
In 1992 Toms identified that nurses did not consider record keeping a high priority activity, and this remains an issue today. The annual report of professional conduct produced by the NMC for [2002] [2003] highlighted that issues regarding clinical practice, including failure to keep accurate records, were the biggest category of offence, accounting for 30 per cent of all charges made (NMC 2003) . Nurses continue to be removed from the professional register for failing to keep accurate records, which is an ongoing area of concern. The NMC (2002) guidelines aim to provide clarity but general ambivalence towards record keeping is an obstacle to improving documentation.
Other problems associated with effective record keeping are exacerbated by the bureaucratic system associated with record keeping (Dion 2001). For example, after prescribing medication for a patient, community nurses are often required to record the information several times, in different places, increasing documentation and time pressures.
Duplication of records is necessary to provide legal protection for nurses working as part of the primary healthcare team.
Improved record keeping
The NHS Modernisation Agency is trying to improve record keeping by outlining indicators for best practice in the Essence of Care document (Department of Health (DH) 2003). Benchmarks of best practice are recommended to improve the quality of record keeping such as access to current health care, integration of records across professional and organisational boundaries, lifelong records, high quality practice and security and confidentiality (DH 2003) . The need for patients to have a single, lifelong, integrated multiprofessional record is emphasised. However, information technology software will be required for this change to occur. Although an exciting prospect, this process will be expensive and may take some time to implement (Dion 2001).
Conclusion
Even with these resources, patient records will still need to be clear, accurate and comprehensive so that care can be communicated effectively and records are legally valid. The basic principles advocated by the NMC (2002) should be adhered to and documenting care with the patient's involvement is best practice. Records should be subjected to audit as a quality control and risk management measure, and it is important that the results of these audits are disseminated to enhance evidence-based nursing. Time constraints will continue to be an issue as the role of the district nurse develops but it is anticipated that ambivalence will become less of a barrier to effective documentation as bureaucracy is reduced. Patient safety is paramount and record keeping will remain a fundamental aspect of nursing care 
